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etting health research priorities is a complex and val-

ue—driven process. The introduction of the Child

Health and Nutrition Research Initiative (CHNRI)
method has made the process of setting research priorities
more transparent and inclusive, but much of the process
remains in the hands of funders and researchers, as de-
scribed in the previous two papers in this series [1,2]. How-
ever, the value systems of numerous other important stake-
holders, particularly those on the receiving end of health
research products, are very rarely addressed in any process
of priority setting. Inclusion of a larger and more diverse
group of stakeholders in the process would result in a bet-
ter reflection of the system of values of the broader com-
munity, resulting in recommendations that are more legit-
imate and acceptable.

The CHNRI method, as originally proposed, took into ac-
count the importance of stakeholders and made provisions
for their participation in the process. Although the involve-
ment of a large and diverse group of stakeholders is desir-
able, they were not expected to propose research ideas, or
score them against the set of pre—defined criteria. Because
of this, the original CHNRI method proposed that stake-
holders should be allowed to “weigh” pre—defined criteria
and set “thresholds” for a minimum acceptable score
against each criterion that would be required for a research

idea to be considered a “research priority”. In choosing the
stakeholders, the context of each exercise will be very im-
portant and the goals of the specific exercise should be de-
fined before choosing an appropriate “stakeholder group”.
Among stakeholders, we would expect to see those affect-
ed by the disease of interest and their family members, their
carers and health workers, members of general public, me-
dia representatives interested in the topic, community lead-
ers, representatives of the consumer groups and industry,
but also potentially researchers and funders themselves.
Although the latter two groups — researchers and funders
— already have a different role assigned in the CHNRI pro-
cess, this does not exclude them from also being stakehold-
ers in the process [1,2]. In this paper, we aim to review and
analyse the experiences in stakeholder involvement across
the 50 CHNRI exercises published in the 10—year period
between 2007 and 2016, the proposed approaches to in-
volving stakeholders and their effects on the outcome of
the prioritization process.

One paper in the original CHNRI method series focused
on involving stakeholders [3]. That paper presented prac-
tical experiences from three separate attempts to involve
stakeholders that took place in 2006. The three groups ap-
proached were: (i) members of the global research priority
setting network; (i) a diverse group of national-level stake-
holders from South Africa; and (iii) participants at a con-

JUNE 2016 » VOL.6 No. 1 » 010303

www.jogh.org * doi: 10.7189/jogh.06.010303



Setting health research priorities is a complex
and value—driven process. The introduction
of the CHNRI method has made the process
of setting research priorities more transparent
and inclusive, but much of the process still
remains in the hands of funders and research-
ers. However, the value systems of numerous
other important stakeholders, particularly
those on the receiving end of health research
products, are very rarely addressed in any
process of priority setting. Including a larger
group of stakeholders in the process would
result in a better reflection of the system of
values of the broader community, resulting in
recommendations that are more legitimate
and acceptable.

ference related to international child health held in Wash-
ington, DC, USA. Each group was asked to complete a
short questionnaire to assess the relative importance of the
five original CHNRI criteria. Different versions of the ques-
tionnaire were used with each group [3]. The results of this
exercise indicated that groups of stakeholders vary in the
weights they assigned to the 5 criteria, reflecting divergence
in the “value” placed on each criterion by each stakeholder

group.

The diverse group of respondents within the priority—set-
ting network placed the greatest weight on the criterion of
“maximum potential for disease burden reduction” and the
most stringent threshold on “answerability in an ethical
way”. Among the attendees at the international conference
on child health, the criterion of “deliverability, answerabil-
ity and sustainability” was identified as the most important.
Finally, in South Africa, where inequity has been a nation-
al problem historically, the greatest weight was placed on
the “predicted impact on equity” criterion.

This comparative analysis by Kapiriri et al. [3] effectively
demonstrated that involving a wide range of stakeholders
is an important goal for any research priority setting exer-
cise. The criteria that may be of importance to funders, sci-
entists and other technical experts involved in the process
of planning and conducting the exercise may not be well
aligned with the values of those who should eventually
benefit from health research, or with the sentiments of wid-
er society as a whole [3]. This is an important observation,
because if the CHNRI process is conducted without regard
for the broader social value or research then it is unrealistic

to expect it to fulfil its purpose of being accepted as a fair,
transparent and legitimate process for setting investment
priorities for health research.

THE CONCEPTS OF THRESHOLDS AND
WEIGHTS IN THE CHNRI METHOD

These concepts were introduced as a part of the initial
CHNRI method description [4,5]. The multi—disciplinary
working group that developed the CHNRI method recog-
nised the need to find a practical way to involve a much
larger group of stakeholders in the priority—setting process.
An agreement was reached that, at least in principle, most
members of the public would not be expected to generate
research ideas or score them, because they do not possess
the knowledge that would enable them to discriminate
among the proposed research ideas. Instead, it was agreed
that their contribution to the process and the final results
of the exercise would be in the assignment of “weights” to
the criteria that reflect their collective preferences and be-
liefs. Over the years of CHNRI implementation, it has been
shown that stakeholders originating from funding institu-
tions or political organizations prefer the criterion of max-
imum potential for disease burden reduction, because their
targets are usually set around this criterion; programme
managers are typically more focused on the deliverability
and sustainability criterion; stakeholders from the industry
tend to prefer knowing the likelihood of effectiveness of
resulting interventions; while members of the general pub-
lic often emphasize equity and ethics as their preferred cri-
teria [6].

In addition to placing more “weight” on some criteria than
others, which could affect the final rankings of all research
ideas as a result of stakeholders' input into the CHNRI pro-
cess, the stakeholders can also disqualify some research
ideas using the system of “thresholds”. This means they
may agree a priori that a research idea will not be consid-
ered a priority unless it reaches a certain minimum score
against a particular priority—setting criterion. This can be
important in a specific context; eg, in the aforementioned
example of South Africa, where equity was a very impor-
tant concern for all stakeholders, they could have insisted
that a research idea must have a minimum score of 80%
on the “equity” criterion to qualify as a priority. In practice,
this means that a research idea with scores 50—70% on all
other criteria, but 90% on “equity”, could be considered a
research priority. However, another idea with scores of 80—
90% on all other criteria, but 60% on “equity” would be
disqualified from the exercise — or at least delayed, until it
addresses the recognized issues with equity. Common ex-
amples of the latter are the new, high technology—based
interventions that would likely first be utilised by the
wealthy. In this way, research ideas with lower overall
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The original CHNRI method proposed that
large and diverse groups of stakeholders
should “weigh” different criteria according to
their perceived value and importance for so-
ciety as a whole. They were asked to set
“thresholds” for minimum acceptable scores
for each of the pre—defined criteria. In this
paper, we aim to review and analyse the ex-
periences with stakeholder involvement
across the 50 CHNRI exercises published in
the 10—year period between 2007 and 2016,
the proposed approaches to involving stake-
holders and their effects on the outcome of
the prioritization process.

scores could be seen as greater priorities if they pass all the
pre—defined “thresholds” [3,4].

Although the interdisciplinary group that developed the
CHNRI method considered this approach as practical and
inclusive, the question remained of how best to select the
stakeholders and ensure their representativeness to the en-
tire community of interest. Possibly the best solution to this
problem to date has been achieved by Kapiriri et al. [3] who
aimed to develop a “global” group of stakeholders by con-
ducting an internet—based survey of the affiliates to the
“Global research priority setting network”, which had been
assembled in the years prior to the development of the
CHNRI method by the staff from the University of Toronto,
Canada. Between March and May 2006 a large number of
affiliates to the “Global research priority setting network”
agreed to participate in a pilot on the condition of anonym-
ity. They agreed to provide stakeholder input to five forth-
coming exercises that aimed to set research priorities to ad-
dress the five major causes of global child mortality.
Respondents included a very diverse mix of researchers,
policymakers and health practitioners with an interest in
priority setting in health care from high—, middle— and
low—income countries. Participants were given a simple
version of the questionnaire, and were asked to rank the
five “standard” CHNRI criteria from 1st to 5th in the order
of their perceived importance of the criteria. They were also
asked to set a threshold for each of the five criteria. The re-
spondents placed the greatest weight (1.75) on potential
for disease burden reduction, while the weights for the re-
maining four criteria were similar to each other, and ranged
between 0.86 to 0.96. The highest threshold was placed on
the criterion of answerability in an ethical way (0.54), while
the lowest was placed on potential for disease burden re-
duction (0.39).

CASE STUDIES OF STAKEHOLDER
INVOLVEMENT IN CHNRI EXERCISES

We identified 50 research prioritization exercises using the
CHNRI method that were published between 2007 and
2016. Of the 50 exercises, 38 (76%) did not seek inputs
from stakeholders and 12 (24%) involved stakeholders as
their larger reference group. This already shows how it may
be remarkably difficult in most cases to identify and involve
an appropriate group of stakeholders that would be repre-
sentative of the wider community of interest — whether this
is a global, regional, national or local population. It seems
that, in the absence of simple solutions, most authors who
conducted the CHNRI exercises preferred not to include
stakeholders in the process, rather than including an ill-
defined and non-representative group and then having to
adjust the final ranks based on their input. By not includ-
ing input from stakeholders, the CHNRI exercises simply
remained “unfinished” to an extent, though weights and
thresholds could still be applied post—hoc should an appro-
priate group of stakeholders be identified at some later
stage — unless the context changes substantially in the
meanwhile.

Among the 12 CHNRI exercises that involved stakeholders
and took their input into account, 5 were papers that be-
longed to the series of exercises related to addressing re-
search priorities for the five major causes of child mortal-
ity globally — eg, pneumonia, diarrhoea, neonatal infections,
preterm birth/low birth weight, and birth asphyxia [7-11].
All of these papers were co—ordinated by the World Health
Organization (WHO) and they used the weights and
thresholds defined above by Kapiriri et al. [3]. However,
the remaining seven exercises made their own individual
attempts, using guidelines for implementation of the
CHNRI method, to identify appropriate stakeholders with-
in their own contexts and involve them in the process. This
section explores the experiences and results from these sev-
en studies. Table 1 summarizes the approaches to involv-
ing stakeholders in these seven exercises.

Two exercises were carried out at the global level. They
were focused on mental health research and acute malnu-
trition in infants less than six months, respectively [12,13].
The remaining five exercises were conducted at the nation-
al level and focused on research in child health in South
Africa [14], zoonotic disease in India [15], health policy
and maternal and child health in China [16,17], and Pre-
vention of Mother—to—Child Transmission of HIV (PMTCT)
in Malawi, Nigeria and Zimbabwe [18]. Given that the large
majority (over 80%) of the 50 CHNRI exercises were fo-
cused on either the global context, or on all low—and mid-
dle—income countries (LMIC), the high representation of
national-level exercises among those CHNRI studies that
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Tahle 1. Summary tables on the involvement of stakeholders

RereReNCE  PROFILES AND MODE OF IDENTIFICATION Numger oF ResponsigiLiTy CRITERIA WEIGHTS AND THRESHOLDS APPLIED IMPACT OF STAKEHOLDERS'
STAKEHOLDERS TO THE CRITERIA INVOLVEMENT ON THE FINAL SCORES
[12] Psychiatrists (9), psychologists 43 They were asked 5 standard Weights were assigned There was no description
(4), social workers (2), to rank the five CHNRI criteria  based on ranking: whether the ranks
government employees (3), pre—defined used [4] effectiveness (+21%), significantly differed
non—governmental organization criteria with range maximum potential for ~ between non—-weighted
representatives (6), researchers of 1 to 5 (1-high- burden reduction and weighted scores
(6), users of mental health est rank to 5—low- (+17%), deliverability
services (6) and members of the est rank) (+0%),
public service (7), including )
those from low—and middle—in- qu}ty (=9%), answer-
come countries; No indication ability (~19%); .
as to how they were identified Thresholds not applied
and selected
[13] Mostly researchers and policy 64 They were asked 5 standard Weights and thresholds ~ See main text: the
makers; also included technical to score the CHNRI criteria  not applied stakeholder group was
experts, senior practitioners in research questions (two composite used for scoring, rather
the area of nutrition and child against the pre— criteria split than weighting
health (including 9 members of defined criteria, into two — 7 in
“MAMI” groups: Management of rather than place  total) [4]
Acute Malnutrition for Infant weights on the
less than six month reference criteria
group). Above profiles included
all the participants and there
was no clear description of the
profile of stakeholders.
Identified from the participants
at meetings, symposia related to
the technical area of concern
[14] Researchers, academics, 30 Same as reference 5 standard Weights were defined The paper presented
clinicians, government officials, [12] CHNRI criteria  using the rank given to  both the weighted and
clinical psychologists, and used [4] the 5 pre—defined non—weighted scores.
member of the public. criteria: equity (+30%),  The stakeholders' inputs
Identified based on their efficacy and effectiveness  changed the ranking of
availability and accessibility (+9%), deliverability, the research options
with an attempt to ensure affordability and somewhat, but the top
diversity of the group sustainability (+2%), 20 research options
maximum potential for ~ remained the same in
disease burden reduction both cases
(=9%), answerability and
ethics (-=19%); Thresh-
olds not applied
[15] Scientists, students and lay Not They are asked to 5 standard Weights were defined The final outcome was
people. Identified from staff mentioned rank the pre—de- ~ CHNRI criteria using the rank given to  not affected by the
members of the Public Health fined five criteria  used [4] five pre—defined criteria: ~ stakeholders' inputs on
Foundation of India (PHFI) and from most deliverability, affordabil-  the criteria in that the top
those identified through important (ranked ity (+18%), maximum 15 research options
personal networks of authors 1) to least potential for disease remained the same across
important (ranked burden reduction weighted and non—
5) within the (+18%), efficacy and weighted scores
national context effectiveness (+13%),
equity (—=17%) and
answerability and ethics
(—18%); thresholds not
applied
[16] Managers from medical 20 They were asked 5 criteria used: ~ Weights: Potential to It was unclear whether

institutions, doctors, patients,
and representatives of public (5
representatives of each group).
Method of identification not
mentioned

to rank the and
also provide the
thresholds on the
pre—defined five

criteria. However

potential to
affect change,
maximum
potential for
disease burden

it was unclear reduction,
whether or not deliverability,
other participants  economic
also provided the  feasibility and
ranking to the equity

criteria

affect change (0.1925),
maximum potential for
disease burden reduction
(0.1925), deliverability
(0.2160), economic feasi-
bility (0.1890) and
equity (0.2050);
Thresholds: Potential to
affect change (33.5%),
maximum potential for
disease burden reduction
(29.7%), deliverability
(27.0%), economic
feasibility (28.0%) and
equity (27.8%).

any major differences in
the ranks were observed
after applying the
weights and thresholds
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Table 1. Continued

RereRENCE  PROFILES AND MODE OF IDENTIFICATION Numeer oF ResponsiBiLiTY CRiTERIA WEIGHTS AND THRESHOLDS APPLIED IMPACT OF STAKEHOLDERS'
STAKEHOLDERS TO THE CRITERIA INVOLVEMENT ON THE FINAL SCORES
[17] Obstetricians, gynaecologists, 19 They were asked 10 criteria Weights: answerability It was unclear whether
paediatricians, representatives of to rank the and used: (0.11), efficacy and any major differences in
patients group, industry and also provide the answerability  effectiveness (0.09), the ranks were observed
international organizations; thresholds on the  and ethics, deliverability (0.10), after applying the
mode of identification was not pre—defined ten efficacy and maximum potential for ~ weights and thresholds
mentioned criteria effectiveness, disease burden reduction
deliverability, (0.14), equity (0.11)
maximum acceptability (0.07),
potential for sustainability (0.11),
disease burden translation to policy
reduction, (0.10), economic
equity, feasibility (0.10) and
acceptability, equity (0.07). Thresh-
sustainability,  olds: answerability
translation to (33%), efficacy and
policy, and effectiveness (38%),
economic deliverability (28%),
feasibility and ~ maximum potential for
equity disease burden reduction
(29%), equity (29%),
acceptability (41%),
sustainability (33%),
translation to policy
(33%), economic
feasibility (40%) and
equity (38%)
[18] The article addressed three 40to 70  Stakeholders 6 criteria were ~ Weights and thresholds ~ This exercise included
country—led research prioritiza- partici-  participated in the used: not applied diverse group of
tion exercises. In each country,  pants each entire process ie,  answerability stakeholders. In this
stakeholders were researchers, in Malawi, generation of and ethics; regard the relevance of
academics, policy makers, Nigeria  research ideas and potential the research ideas
district health workers, frontline and the scoring of maximum identified in the
health workers, implementing Zimbabwe research ideas. The disease burden respective exercise to the
partners, people living with weighting of reduction on national context was
HIV/AIDS; mode of identifica- scores was not paediatric HIV high.
tion was not mentioned applied in the infections;
exercise, because  addresses main
all stakeholders barriers to

participated in the

entire process.

scaling—up;
innovation and
originality;
equity; and
likely value to
policy makers

used stakeholders input (5/12) is likely a reflection of the
fact that it is much easier to involve stakeholders at the na-
tional or sub—national level than it is on a regional or glob-
al level.

In all exercises, the stakeholders involved were first given
an induction course about the CHNRI process. Then, an
opportunity for asking and sharing questions and concerns
with respect to the CHNRI process was provided. In five
of the seven exercises, stakeholders were asked to rank the
relative importance of the pre—defined criteria from most
important one (“1”) to the least important (“5”), while con-
sidering the context of the research prioritization. The av-
erage score was calculated for each criterion and was then
used to calculate the relative weights by dividing the aver-
age expected score of 3.0 (ie, the average expected rank if
all criteria were valued the same) by the mean assigned
rank. For example, a mean assigned rank for “answerabil-

ity” criterion of 2.47 translates a relative weight of 1.21 (ie,
3.00/2.47=1.21). In this way, “answerability” will receive
21% greater weight than if all the criteria were weighted
equally.

The concept of thresholds was very rarely used. Even when
it was applied, it was clear that it wasn't properly explained
to participating stakeholders. This is not surprising, be-
cause the thresholds really refer to a measure of “collective
optimism” of the scorers, rather than a real computation of
likelihood or probability that is rooted in any real-world
parameters. It is very difficult to estimate what this measure
of “collective optimism” could amount to for different cri-
teria. This is why such attempts to set thresholds typically
resulted in them being set at 25%—-30%, much too low to
have any discriminatory power and disqualify many re-
search ideas, so that almost all research ideas passed all the
thresholds.
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In the remaining two exercises, the nature of stakeholder
involvement was modified radically from that which was
originally envisaged in the CHNRI exercises with reason-
able justification [13,18]. Instead of using the group of
stakeholders only to adjust the ranks that were derived
from an expert—driven scoring process, the authors in-
volved a broad range of stakeholders in the generation of
research ideas [18] and/or scoring the research ideas
[13,18]. We will now reflect on these experiences in a crit-
ical way, identify some lessons learnt and make recommen-

dations for future exercises.

CRITICAL ASSESSMENT OF
STAKEHOLDER INVOLVEMENT IN
CHNRI EXERCISES

In the 7 studies that tried to develop a larger reference
group of stakeholders that would be appropriate to their
respective contexts, the number of stakeholders involved
was disappointingly small: it ranged from 20 to 70. Al-
though attempts were clearly made to ensure diversity of
the stakeholders involved, such small sample sizes can
hardly be considered sufficiently inclusive of many differ-
ent groups of stakeholders and their representativeness.
Although good representativeness of stakeholders can be
ensured without necessarily requiring a very large number
of participants — such as, eg, in many examples of national
parliaments in democratic societies, who represent all the
people of the nation through a relatively small number of
their elected members — we still feel that bigger numbers
would ensure more legitimacy to the process, or more rel-
evance of the outcomes to the context of
the exercise.

It would be difficult to consider the ex-
amples in the reviewed exercises as truly
representative of the wider communities,
let alone the nation or the world. This
shows that despite the authors’ best inten-
tions to fully adhere to the guidelines and
complete the CHNRI process, they didn't
really manage to find a satisfactory solu-
tion to involving large and diverse group
of stakeholders. In these papers, the pro-
file of stakeholders often included re-
searchers, who would have been better
reserved for the scoring process. Other
stakeholders included clinicians, govern-
ment officials, and representatives of aca-
demia and professional organizations,
which again are rare in the society and
hardly representative of the wider com-
munity. The examples of the profiles of

persons who we would expect included in the larger refer-
ence group are also laypersons, frontline health workers
and direct beneficiaries of health services, such as patients
who contracted disease of concern. We encourage the au-
thors of the future CHNRI exercises to try to get as much
feedback as possible from those groups, because they have
their own specialised knowledge (including lived experi-
ence), which would not be captured by other participating
groups in the process. They also have “stake”, or interest,
in the outcome of the exercise.

The small sample sizes and differences in approaches to
ensure diversity and representativeness of the stakeholders
led to large variations in stakeholders' input [12—18]. In
the global exercise, the greatest relative importance was as-
signed to effectiveness, and the lowest to answerability,
though these results should not be generalized. Stakehold-
ers at the national level varied in their preferences, alter-
nately supporting the criteria equity, deliverability (with
affordability and sustainability), or the maximum potential
for disease burden reduction (Table 1). Clearly, small sam-
ple sizes used in these exercises limit the generalizability of
such preferences even within their local context, let alone
more broadly.

It is also important to note that in all exercises that applied
the “weights”, this procedure didn't really have dramatic
effects on the final rankings of the research ideas. Although
a research idea might move a few places up or down the
list following the weighting procedure, these shifts did not
profoundly affect the non—weighted ranking order that was
determined by the researchers and experts. Perhaps this is
one of the additional reasons why so many groups conduct-

(Courtesy of Dr Alice Graham, personal collection)
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ing the CHNRI exercise did not place sufficient importance
on involving stakeholders. From the exercises that involved
stakeholders, one might conclude that the process of expert
scoring is sufficient and the outcome of the exercise will
not be greatly altered by the involvement of stakeholders.
We believe that such a view is premature and would like
to see more examples of the involvement of the stakehold-
ers in the CHNRI process before such judgements could
be made.

In two exercises that actively involved stakeholders, their in-
volvement wasn't limited to weights or thresholds, but rath-
er they were also involved in research idea generation and
scoring [13,18]. In the exercise on PMTCT in three African
countries [18], about 40—-70 people took part in respective
countries, and all participants contributed to all stages of the
CHNRI process. This included academics/researchers, dis-
trict health workers and implementing partners such as UN
agencies, people living with HIV/AIDS, frontline health
workers and policy makers. The authors’ justification for in-
cluding these diverse groups in all stages of the CHNRI pro-
cess was to avoid discriminating within this diverse range of
groups, but to truly engage the groups according to their
technical expertise and to enhance inclusiveness and par-
ticipation in similar priority—setting exercises across the na-
tion. Eventually, the stakeholders' weighting of the scores
was not even applied, possibly due to an assumption that it
was no longer needed. This example represented a rather
interesting deviation from the original CHNRI conceptual
framework, but we can see a rationale for this modification,
which makes it an illuminating exception.

The other exercise, on the management of acute malnutri-
tion in infants in low— and middle—income countries, in-
volved stakeholders only in the scoring process [13]. The
stakeholder group included participants at meetings and
symposia related to the topic area (Table 1). In this exer-
cise, the core group of researchers (“management team”)
developed the list of research questions based on the review
of the literature in this field that preceded the CHNRI ex-
ercise as the preparatory step. The final list of questions was
then circulated for scoring to both researchers invited to
the CHNRI process and also the conference participants,
who were considered stakeholders. Equal weighting was
given to all criteria. The management team justified this on
the grounds that malnutrition was a new area of research
in infants younger than 6 months and they therefore be-
lieved that unweighted estimates would be more suitable
and interpretable by their intended policy—maker audi-
ence. However, the authors stated that the lack of weight-
ing of criteria might have resulted in limited reflection of
the values in the broader community. In this case, we can
conclude that the borderline between the invited research-
ers and the “stakeholders” (who were likely to include un-

related researchers and any other people of similar profile
who could be expected to attend an international confer-
ence in this topic), was blurred and not really clear. It is
likely that this deviation from the suggested approach
didn't really invalidate the conceptual framework, because
all the scorers would still be expected to possess knowledge
on the topic of interest. It would perhaps be more appro-
priate not to call the second group “stakeholders”, but rath-
er an additional, “convenience” sample of scorers that in-
creased the number of scorers considerably.

PROPOSED SOLUTIONS AND WAY
FORWARD

So far, there hasn't really been a good example of stake-
holder involvement as originally envisaged by the CHNRI
across the first 50 implementations, apart from perhaps the
Kapiriri's priority—setting network involvement that was
used in 5 child mortality papers [3,7—11]. This is certainly
a shortcoming of all the previously conducted processes.
This finding may also reinforce the initial concern that in-
volving stakeholders in research priority setting processes
is very challenging and that the solutions proposed in the
original CHNRI method were quite difficult to implement
as envisaged.

This is not to suggest that the results of previous CHNRI
exercises are not useful, and the thresholds and weights can
be applied later, if a good solution to obtain them can be
found within the time scale during which the context de-
scribed to scorers would still remain largely unchanged.
The efforts conducted to date to perform the CHNRI exer-
cises were not wasted and their results can be used. How-
ever, it must be acknowledged that most CHNRI exercises
to date are, in fact, incomplete at least with respect to the
original vision for them. To bridge this gap better definition
is needed of who are the stakeholders at different levels (ie,
global, regional, national and local) and how best to repre-
sent them.

For global exercises, we'll inevitably need a very large and
inclusive crowd—sourcing exercise of many stakeholder
representatives, who would place weights and thresholds
on all 25 priority—setting criteria that were used to date
across all 50 CHNRI exercises (5 “standard” and 20 new).
The sample of stakeholders will need to be truly large,
because we may later need several sub—samples that could
provide us with region—specific stakeholders, or allow se-
lecting specific groups of stakeholders and leaving others
out of the exercise. In this way, the large “global” sample
of stakeholders would also serve as a base for the region-
al samples of stakeholders. A major concern relating to
this suggested approach would be how to avoid a strong
urban bias in low—income settings and be inclusive of un-
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developed and/or rural areas. In terms of national-level
or local-level exercises, it is likely that highly targeted
samples that aimed to include 500-1000 stakeholders
would already be sufficient and representative of nation-
al or local context. The “targeting” component of the sam-
pling strategy would define the profile of the stakeholders
that would be most appropriate to the exercise, and then
a person could be found in the community to fit each

How could these large sample sizes be achieved technical-
ly? How could we engage thousands of people globally, or
hundreds nationally? With further attention to the devel-
opment of the area of “crowd—sourcing” in the age of the
internet and social networks (such as Facebook, Twitter,
etc.), we should be able to do lot more in the future with
respect to truly engaging the stakeholders in the process of
setting priorities in health research investments at different

such profile. levels of the human population.
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